Introduction
The FARES (Fast, Reliable, and Safe) method is a new way to reduce acute anterior glenohumeral dislocations that combines the application of gentle longitudinal traction, vertical oscillation movements, and abduction and external rotation of the arm.
There are several well-known methods of reduction of an anterior glenohumeral dislocation, including those introduced by Hippocrates 1 , Kocher 2, 3 , Milch 4, 5 , and Stimpson 1 . Several other techniques have also been proposed, in an attempt to provide an easier method to achieve reduction that is more effective for the physician and less painful for the patient [6] [7] [8] [9] [10] [11] . The FARES method is a fast, reliable, and safe way to reduce anterior glenohumeral dislocations 12 . Reduction is performed by one physician, without the need to use analgesics or anesthesia. This method has been proven to be effective and has not been accompanied by complications 12 . Moreover, it appears to be less painful and is faster than other methods of reducing glenohumeral dislocations. It can also be applied to patients with anterior glenohumeral dislocation who also have a fracture of the greater tuberosity 12 .
Although several studies have been performed in an attempt to evaluate the efficacy of different methods of reduction of shoulder dislocations, few of them have been comparative [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] . As a result, deciding which technique to use is seldom based on objective criteria. The FARES method appears to be superior to other techniques. Our previously published prospective randomized study 12 showed the FARES method to be significantly more effective, faster, and less painful for the reduction of anterior glenohumeral dislocations in comparison with the Hippocratic and Kocher methods.
The FARES reduction method consists of six steps (Video 1):
Step 1: Position the patient
Step 2: Brief the patient
Step 3: Hold the arm
Step 4: Apply traction and add oscillations
Step 5: Abduct and externally rotate the arm
Step 6: Achieve reduction
Step 1: Position the Patient
Place the patient supine on a stretcher, with his/her elbow extended, and advise him/her to hold the stretcher with the opposite hand.
• Place the patient on a stretcher in the supine position ( Fig. 1 ). Be sure that the level of the stretcher is suitable for the surgeon's height in order to facilitate reduction.
• Gently place the affected arm on the side of the patient with the elbow in an extended position.
• Advise the patient to hold the stretcher with the opposite hand (arrow) ( Fig. 1 ).
• Make sure that the patient is lying comfortably and is relaxed as possible.
Step 2: Brief the Patient
Convince the patient that his/her cooperation is necessary for a better outcome.
• Explain the entire procedure to the patient.
• Convince the patient that his/her cooperation is necessary for a better outcome. Make sure that he/she understands that the reduction will be achieved gently, gradually, and not aggressively and that he/she will experience minimal discomfort.
• Communicate with the patient during the entire procedure.
• Advise the patient to take relaxing deep breaths.
Step 3: Hold the Arm
Holding the patient's hand with both of your hands, with his/her elbow extended and forearm in neutral rotation, start the procedure at 30° of shoulder abduction.
• Stand at the side of the affected extremity, facing the patient.
• Firmly hold the patient's hand with both of your hands ( Fig. 2-A) . Hold the patient's hand throughout the procedure.
• Keep the elbow extended and the forearm in neutral rotation (arrow) ( Fig. 2-B ).
• Start the procedure at 30° of shoulder abduction ( Fig. 2-B ).
Step 4: Apply Traction and Add Oscillations
Applying gentle longitudinal traction to keep the arm extended, add gentle vertical oscillating movements.
• Apply gentle longitudinal traction to keep the arm extended, making sure that the applied traction is continuous throughout the procedure.
• Add gentle vertical oscillating movements. Continuously oscillate the arm (two or three full "cycles" per second) with "short-range" movements (approximately 5 cm above and beneath the horizontal level) that resemble the motion of a wave.
Step 5: Abduct and Externally Rotate the Arm
Gradually abduct the arm to 90° and then gradually externally rotate the arm to achieve full external rotation.
• Gradually abduct the arm to 90° while simultaneously applying longitudinal traction and vertical oscillating movements (arrow) ( Fig. 3-A ).
• Gradually externally rotate the arm (arrow) ( Fig. 3-B ), achieving full external rotation ( Fig. 3-B ).
• Keep in mind that gentle longitudinal traction, vertical oscillating movements, shoulder ab-duction, and external rotation of the arm need to be performed simultaneously.
Step 6: Achieve Reduction
The dislocation is usually reduced once 120° to 150° of shoulder abduction has been achieved.
• Continue to abduct the arm; the dislocation is usually reduced once 120° to 150° of shoulder abduction has been achieved ( Fig. 4-A) . Keep in mind that reduction is not necessarily accompanied by a "clunk."
• While holding the reduced arm, place your opposite hand on the patient's axilla and gently move the forearm to lie across the chest ( Fig. 4-B ).
• Once reduction has been achieved, discharge the patient with his/her arm immobilized in internal rotation with a sling ( Fig. 4-C) .
Results
In our previously published prospective randomized study, the FARES method was compared with the Hippocratic and the Kocher methods 12 . The FARES method was used in fifty-three patients (age range, eighteen to seventy-three years); eight patients had anterior glenohumeral dislocation accompanied by a humeral greater tuberosity fracture. The time interval between the anterior glenohumeral dislocation and the first attempted reduction ranged from thirty minutes to sixteen hours (mean and standard deviation, 2.7 ± 2.6 hours). No complications were noted following the reduction in any patient.
The FARES method was significantly more efficient in comparison with the Hippocratic and the Kocher methods (p = 0.033) 12 . Reduction was achieved in forty-seven (89%) of the fifty-three patients treated with the FARES method. This success rate is among the highest reported in the literature. Six patients (five men and one woman; mean age, 39.3 years) underwent closed reduction of the dislocation under general anesthesia in the operating room 12 .
Reduction was also significantly faster with the FARES method when compared with the other two methods (p < 0.001) 12 . The mean time of reduction with the FARES method was 2.36 ± 1.24 minutes, compared with approximately six minutes with the Hippocratic method and 4.5 minutes with the Kocher method.
The pain felt during the reduction (based on the patient's reported score on a visual analogue scale) was significantly milder with the FARES method (p < 0.001) 12 .
What to Watch For

Indications
• Anterior glenohumeral dislocation with or without a fracture of the greater tuberosity • A physician not familiar with the method
Pitfalls & Challenges
• The reduction may not succeed if the patient is not cooperative.
• Dislocations that are not recent may be difficult to reduce with this method.
• The success of the FARES method depends on the cooperation of the patient and the strict continuity of its steps. Interruption of the procedure at any of its stages may lead to the failure of the attempt to reduce the dislocation.
• Aggressive longitudinal traction may cause discomfort that will eventually lead to failure of the attempt to reduce the dislocation.
• Longitudinal traction, oscillating movements, shoulder abduction, and external rotation of the arm must be simultaneously and gently applied, or the reduction attempt may fail.
Clinical Comments
• The FARES method seems to be very well tolerated by the patient. Is this an indirect indication of minimal trauma during the reduction? This needs to be further explored and validated.
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Figures
